Objective -To assess the accuracy of outcome data on appendicectomy routinely collected as part of a surgical audit and to investigate outcome in the non-audited period after discharge.
This study was initiated after an audit report of complications after emergency appendicectomy in 1989, which suggested a wound infection rate of only 1-3%. Although 13°/o-66% of patients with infections after appendicectomy present after discharge from hospital,3 the unexpectedly low incidence of hospital infection in our series was thought to require investigation. The study set out to discover whether the predischarge audit was accurate and to assess the nature and magnitude of non-audited postoperative morbidity occurring after discharge.
Patients and methods An audit report was generated by the MDI system detailing all 230 emergency appendicectomies performed as a primary procedure during 1989 and any associated complications. The hospital records of all these patients were then examined, and details of each admission resulting in appendicectomy were recorded. All Postdischarge wound complications and sepsis after appendicectomy according to three methods of audit thrombosis, 19 had miscellaneous problems, and 38 had come for a check up, to get a certificate, or to have sutures removed. The figure compares the detection of four postoperative complications by the MDI system, the hospital notes, and the postdischarge questionnaire.
Of the patients who completed the questionnaire, 64(34%) returned to their normal daily activities after one week but 51 (27%) convalesced for longer than four weeks. There was no relation between length of convalescence and complications.
Discussion
This study shows that audit of postoperative outcome must continue after discharge, as at least 56% of the adverse postoperative events occurred after patients had returned home. After 230 appendicectomies, eight (3%) patients had a wound infection recorded in their hospital notes, but only three (1%) had this complication recorded by audit with the MDI system. This compares with a wound infection rate of 8% found by the patients' general practitioners, after discharge. Although incomplete note keeping may account for a small part of this difference, it seems likely that the main discrepancy is due to the inherent delay before many postoperative complications present themselves. This being the case, strategies need to be developed to audit routinely the outcome of medical intervention after discharge.' Outpatient clinics have traditionally been used in this role, but this is an inefficient use of a scarce resource and many patients are now followed up by their general practitioner.6 As 60% of patients visited their general practitioner after surgery information on outcome after discharge could be collected by them. Alternatively, as patients have shown their willingness to return questionnaires about recent hospital admissions, a routine questionnaire survey might be feasible, so that all patients report back to the hospital about their own outcome. Whichever strategy is developed, however, collection of data on outcome needs to be coordinated, with input from primary and secondary health care practitioners and a free flow of information between these two groups, if meaningful measurements of outcome are to be obtained.7 Much of the underreporting of complications in the audit with the MDI system was found to be due to the inability of the system to relate readmission with a complication to the relevant previous admission. This has now been corrected. The accuracy and completeness of the MDI data depend on the enthusiasm of the doctors filling out the cards, and a regular "quality control" check of the data being entered into the system is important. 8 Notably, nearly a third of patients had still not resumed their normal daily activities after four weeks at home, but the reasons for this are not known. There was no apparent relation with complications so the personality of the patient and the advice given by his or her doctor may be important factors in determining how quickly a patient returns to normal activities. A study to investigate this would be of interest, as little is known about the relative importance given by patients to postoperative advice from the hospital staff compared with that received from their general practitioners.
In summary, audit of outcome of surgery must extend into the period after discharge if it is to have any real meaning, and the accuracy of all audit data should be periodically checked. Improved flow of information between general practitioners and hospital doctors, plus the use of routine patient questionnaires after discharge may provide the most efficient answer to the problem of extending audit into the community.
